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Diagnosis
Osteoid osteoma of the distal phalanx of the middle finger.
Discussion
Osteoid osteoma (OO) is a benign bone-forming tumour
that accounts for about 12% of benign and 3% of all bone
neoplasms [1]. It mainly affects patients during childhood
or early adulthood, with a male preponderance. Despite its
predilection for the long bones of the lower limbs, this
tumour can occur in any bone of the skeleton and may be
found in the hand and wrist in up to 10% of cases [2].
However, OOs of the distal phalanx are relatively uncom-
mon, with only a few case series reported in the English
literature so far [3–5].
The diagnosis of distal phalangeal OO is challenging for
several reasons. First, the typical clinical features may not
be present [2, 3, 5]. Pain may not be worse at night, or be
relieved by aspirin. Moreover, soft-tissue swelling and
erythema, as well as nail deformities, may mislead the
physician. Second, its imaging characteristics (i.e. a small
radiolucent lesion with central calcification, peripheral
sclerosis and periosteal reaction [1]) may also be atypical
[3–6]. Because of the presence of thickened Sharpey’s
fibres, a periosteal reaction is rarely found in the distal
phalanx [6]. Besides, endosteal sclerosis may be counter-
balanced by local osteopaenia. Furthermore, other bony
lesions of the fingertips, such as chronic osteomyelitis,
epidermoid cyst, enchondroma or glomus tumour, may
mimic an OO [3, 5, 6]. Zampa et al. recently reported the
added value of dynamic contrast-enhanced MR imaging for
OO in atypical locations, in terms of nidus conspicuity and
diagnostic confidence [7]. Third, the histological features
may even be unusual [5]. All those reasons could explain
the delay, sometimes of several months to years, in the
diagnosis and the treatment of phalangeal OOs.
The main clinical differential diagnosis of painful
fingertip swelling includes whitlow or paronychia, osteo-
myelitis, glomus tumour, subungual exostosis, arthritis and
OO [3, 5, 6]. In our case, conventional radiographs (see
Fig. 1 in the Question), ultrasound and previous CT and
MR imaging studies (all not shown) barely displayed a
focal lesion at the base of the distal phalanx. Follow-up
MRI, performed at our institution several months after the
onset of symptoms and after failure of initial surgery,
demonstrated persisting diffuse inflammatory changes of
the distal and middle phalanges as well as in the
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surrounding soft tissues (see Fig. 2a, b). On four-
dimensional MR angiographic images, the lesion was
brightly enhanced in the arterial phase (see Fig. 2c). On
dynamic MR angiography, OO typically has a peak
enhancement in the arterial phase with an early partial
washout, compared with the slower progressive enhance-
ment of the adjacent bone marrow (see Fig. 2c, d) [7].
Except for the glomus tumour, other bony lesions may not
exhibit this pattern of enhancement. The calcification of the
nidus was better noted on the following CT (see Fig. 3) and
the diagnosis of OO was later confirmed at histopathology
(see Fig. 4).
Percutaneous CT-guided ablations with laser [8] or
radiofrequency [9] have now widely replaced surgery as
the treatment of choice for OO. However, surgical
excision still plays a major role for the lesions in the
hands and feet owing to the close relationship of the small
bones with the neurovascular structures [9, 10]. Indeed, a
few complications have been reported after radiofrequency
ablation of phalangeal OOs [10]. The patient we present
benefited from surgical curettage of his lesion at the base
of the distal phalanx. Percutaneous treatment could not be
performed due to the intra-articular location of the OO,
with the ungual matrix and the insertion of the flexor
digitorum profundus tendon on respectively the dorsal and
volar aspects of the distal interphalangeal joint. The
function of the distal interphalangeal joint could be
preserved and the symptoms completely disappeared a
few days after surgery, with no sign of recurrence more
than a year after treatment.
In conclusion, distal phalangeal OO is uncommon, but
should be included in the differential diagnosis of painful
swelling of the fingertip. Dynamic contrast-enhanced MR
imaging is useful to detect and to differentiate this tumour
from OO-mimicking lesions. Surgery is still the treatment
of choice for phalangeal OOs because of their close
relationship with the neurovascular structures.
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